DearSir, Mrs Hemmings (November 1979Journal, p 879) attributes to me views which I do not hold and which are not expressed in the article to which she refers (May 1979Journal, p 316) ; indeed, they are expressly contradicted there. Far from rejecting disease theories, I think that it is highly probable that a set of disease theories will be developed for schizophrenia which will be at least as satisfactory as those now available for diabetes. That degree of progress would not, of course, provide a method of primary prevention, but it would offerconsiderably more opportunities for therapy than are now available. Mrs Hemmings seems to suggest (though I hope she does not really mean it) that, in the absence of effective means of prevention, nothing can be done for those who are not 'cured' by presently available remedies. That would be a counsel of despair for patients and relatives all the more tragic because it is quite untrue.
I should also be very sorry if Mrs Hemmings were right in her contention that an interest in improving methods of reducing chronic disablement acted as a deterrent to research into biological factors. Fortunately there is no evidence for this assertion either. Most investigators are agreed that scientific research should proceed on a broad front. Yours sincerely rx WING 19October 1979
Inhalation sedation From DrGraham J Roberts Senior Lecturer in Children's Dentistry RoyalDental Hospital ofLondon
Dear Sir, I was most interested to see the preliminarycommunicationon inhalation sedation (October 1979 Journal, p 756) . I would be grateful if the' authors could, through the pages of the Journal, reply to the following questions.
Are the authors suggesting that 6 Ilmin at 50% or 10% nitrous oxide is a clinical technique? The reason that I ask this question is that this is a technically expensive way of presenting the gases and in our own study we considered that the technique of inhalation sedation (relative analgesia) depended very much for its success on the careful titration of the concentration of nitrous oxide to the needs of each individual patient as perceived by the clinician. We found that the concentrations of nitrous oxide used varied from 20-70% (Roberts et al. 1979) . Indeed, any attempt to increase the concentration of N 20 beyond the optimum for a given patient caused increased dizziness and nausea and consequently the amount of disruptive behaviour was also increased.
It is difficult to evaluate the effects of the order of gas treatments from the data presented. Is it possible that the degree of relaxation and cooperation achieved was not as good as it could have been if each patient was treated at hisjher optimum concentration of N 20? Do the authors not think that in some patients 10% would be too low and in others 50% would be too high to achieve satisfactory clinical sedation?
Were the values for 'end' of treatment recorded immediately after the dental treatment was completed or after a suitable interval of time had passed to allow the elimination of nitrous oxide from the body? In our own study we found that the pulse rate, blood pressure and respiratory rate were reduced when the patient was sedated, and at the end of treatment the values increased a little but did not go as high as the baseline value. This suggests that the baseline values were elevated above normal, presumably because of increased sympathetic activity due to anxiety at the prospect of dental treatment.
Were the data submitted to Student's t test the raw values of heart rate and blood flow, or was the percentage difference calculated and the percentage values used to perform the t tests?
May I add that I found the paper most interesting and look forward to the final report of the completed work. (I) Did they distinguish between the children's experience of anxiety and their disruptive behaviour?
(2) Have the authors any data which have established that their behavioural observations (assessed on a four-point scale) could distinguish between disturbed and less-disturbed children. Do their observational assessment techniques have discriminant validity?
(3) Do the observational procedures have sufficiently high reliability, freedom from random errors-of measurement, to make them adequate to assess disturbed behaviour?
(4) Do these procedures have high inter-observer reliability? Would other observers, acting independently, obtain the same estimates of disruption/anxiety in the children as those reported?
It is necessary in work of this kind to report statistical data (Guilford 1956) to support these points. These practices have been established for many years in behavioural research because clinicians do disagree among themselves about their assessments of behaviour. Also one clinician's opinion may be as good or as bad as another's, regardless of experience.
(5) Do the authors have evidence that the clinician was blind to the gases received by the children? A colleague at the Royal Dental Hospital, using oxygen-nitrous oxide or air administered in an identical fashion by an assistant, was always able to appreciate which gas the patients were breathing. The concentration of nitrous oxide was 50% on average. Thus; double-blind concealment may be difficult to achieve.
(6) Did the authors record the clinician's behaviour? We have observed that, even in double-blind studies, the clinician is in a position to support his patients as they show distress (Lindsay & Roberts 1979 , 1980 . If that distress is evident early in treatment, he may compensate for ineffective sedation. Also, in a double-blind trial sedation may not be more effective than a placebo if it is delivered without conviction by the clinician (Fisher et al, 1964) . Only by monitoring the clinician's behaviour can the effect of nitrous oxide itself be adequately evaluated.
(7) How disturbed were the children? Were they very nervous? Howitt & Stricker (1965) have shown that behaviour management procedures which are effective with mildly anxious children may not work with very distressed children.
(8) Did the authors use only t tests on their data?
If so, they would have spuriously increased the chances ofobtaining significant results (Lindquhist 1953 '." CardijJCF44XN Dear Sir, Mr Rennie (September 1979 Journal, p 654) presents a most interesting account of sigmoid volvulus from a high incidence area, and discusses the problems of management under conditions in poorer countries. He also points out that sigmoid volvulus differs in many respects from those cases seen in the West, yet it is not generally realized how fundamental are those differences.
The pathology of sigmoid volvulus is rarely dealt with in detail in surgical textbooks which generally describe the pattern reported from high incidence areas -a long thin-walled loop with a narrow mesentery at its neck, which readily undergoes sufficient twisting to lead to gangrene.
The condition in Western countries could not be more different -basically it is better regarded as an idiopathic megarectum extending proximally into the colon, complicated almost inadvertently by twisting as the massive loop falls down under gravity, usually only through 180 0 or so. The mesentery is not particularly narrow at its base, and the classical 'white streaks' faithfully and graphically described in surgical textbooks are
